In an attempt to improve quality of care for patients admitted to our medical service we have implemented the use of pathways. These are printed standards of care and a mechanism for daily multidisciplinary documentation (Fig. 1) . The goals of our pathways are to: improve quality using printed standards of care; improve documentation of the care delivered; improve communication about daily goals between all team members, patients and families; standardize our in-patient chart format throughout the hospital; and increase efficiency of care. Pathways were designed to provide physicians and nurses with the standards for care and provide a mechanism for multidisciplinary documentation on our in-patient charts. We now have 2 pathways in use on our medical service. One is a clinical care plan (CCP) and the other is a Pancreatitis Pathway (PP) for patients admitted with acute pancreatitis and the other a guideline for care for all patients. The pathways were developed by teams including attending physicians (General Internists and Gastroenterologists), medicine house officers, nurses, and care coordinators. The pathways are used for all patients admitted to our medical service if they are admitted to one of 2 floors. This paper includes a comparison of outcomes for our first 9 patients who were managed using the pancreatitis pathway versus 7 patients cared for without the pathway. Significant differences in the pancreatitis pathway treated patients included: 1) less intense pain on day 2, (P ϭ 0.04); 2) less pain on day of refeeding (P ϭ 0.004); and 3) less IV fluids administered (P ϭ 0.05). We also describe several lessons we have learned about using pathways for in-patients on a medical service in an academic medical center. We have learned the following lessons. Nursing documentation is improved. Physicians need ongoing encouragement and education about the value of pathways. There is considerable work involved for unit coordinators, care coordinators, and nursing in using pathways on a medical-surgical floor. There must be physician and nurse champions. There must be ongoing feedback to users. There must be input from users and edits. We believe the use of pathways as a process to remind clinicians of quality standards will improve the care of our patients by decreasing variation, improving team communication, and enhancing patient and family education.
P
athways have been used in health care since the 1980s. 1, 2 The initial focus was to reduce length of stay (LOS) with an emphasis on nursing care. Goals of pathways include 1) defining standards for expected LOS and for use of specific tests and treatments, 2) giving all team members a plan and specific roles, 3) decreasing nursing and physician documentation burdens, 4) providing a framework for collecting data, and 5) educating and involving patients and families in their care. 3 By using pathways others have documented improved nurse-physician interactions, LOS reductions of 5 to 40%, cost reductions of 33%, and better adherence to standards of care. 4, 5 Some studies have shown no improvements in costs or clinical outcomes. 6 In acute coronary syndromes a recent review reported the potential to improve care and reduce costs by increasing use of guideline recommended medications. 7 Recently, the use of multidisciplinary documentation and clinical care plans has decreased LOS in ICU patients. 8 We have used pathways for care planning, documentation of utilization, and patient education. Many of our surgical services and our Orthopedics service have used pathways for 9 years. Based on these prior experiences in the literature and in our hospital and based on a desire to continuously improve quality of care for our patients we developed and implemented pathways for patients admitted to our medical service. For the pancreatitis pathway, we measured specific clinical variables for our first 9 patients and compared these with 7 patients with pancreatitis admitted to other floors of our hospital that were not using pathways. We conducted a 2 arm prospective study to compare the usefulness of the PP compared with care provided without a pathway. The medical attending physicians and house staff caring for the 2 pancreatitis cohorts were from the same medical house staff and attending groups and levels of training. Statistical methods included summary statistics, Student t test, and Fisher exact test.
PROCESS
The clinical care plan is a pathway that can be used for all patients. We are using it for patients who do not have a major admitting diagnosis that is covered by one of our current pathways. For example patients admitted with pancreatitis are placed on the pancreatitis pathway; patients admitted for specific procedures are placed on the specific pathway. The pathways include a physician note, some of which are templates, a daily problem list with outcomes, event note, nursing notes that are organized by anatomic system and contain outcomes, and sections for care coordination, nutrition therapy, physical therapy, pharmacy, and chaplains.
CONCLUSIONS
There has been considerable discussion and work on the pathways since their implementation. Many physicians and nurses have provided feedback. Many have been critical and have raised concerns. The project leaders, the steering committee and the nurse managers have discussed these concerns. Changes to the pathways have been made based on this feedback.
For the initial 9 patients we evaluated on the pancreatitis pathway there has been no difference in LOS. Statistical significant differences based on one sided Student t tests between the pancreatitis pathway and routine care were found in only the following variables: 1) less intravenous fluid administered on day 1 in the first 8 hours (P ϭ 0.05); 2) less intense pain on the second hospital day (P ϭ 0.04), and 3) less pain on the first day of feeding (P ϭ 0.004). In subsequent analysis by our care coordinators we have evaluated 29 patients who completed the pathway and twelve who did not. In these patients the LOS for patients on the pathway was 4.0 days. Those that could not stay on the pathway had an average LOS of 14.2 days (see Table 1 ). Eight patients were able to be discharged before their expected LOS. The most common reasons for extra patient days were pain, ongoing gastrointestinal issues such as nausea, and medication adjustments.
LESSONS LEARNED
We have learned many lessons from our experience implementing clinical pathways. in using pathways on a medical surgical floor. Charts must be reviewed and updated on a regular basis. Progress notes need to be placed in the proper location. This is done when all charts are reviewed each day. 7. There must be ongoing feedback to users. Our steering committee meets every 2 weeks to review the process, feedback, and plans. Members of the steering committee discuss feedback and plans with their colleagues. The physician and nurse champions meet with physician and nursing leadership. We provide articles for the medical staff and nursing newsletters. 8. Continuous input from users and edits improve the product. We have made many changes in response to users input. The pathway has been printed double sided rather than single sided to decrease the number of pages. An events box to highlight daily activities is now included. Areas on the documentation for care coordination, dietary, pharmacy, and chaplains, have been reduced in size. Our patient care goals include providing excellent care to all our patients and being sure that all physicians and nurses are working on the same set of daily goals and problems. Another goal is to have similar documentation for all our patients throughout our facility. Pathways can provide daily reminders to physicians, nurses, and all members of the clinical care team. They provide a process for multidisciplinary clinical documentation, are based on goals for each day, and include expected outcomes. These daily goals and outcomes can be communicated to patients and families. Our expectation is to use our clinical care plans throughout our hospital for all our patients.
